Background
Community participation is a principle of comprehensive primary health care (PHC) in the Alma Ata Declaration (World Health Organization, 1978) and a crucial feature of health promotion in the Ottawa Charter (World Health Organization, 1986) . Participation as described in the Alma Ata covers a spectrum of ideas, including individual participation in clinical decision making, the mobilisation of community resources in the delivery of healthcare, and collective participation in the planning and implementation of health services.
Given this broad range of actions, health services implement community participation in very different ways (Rifkin, 2009; Rifkin, et al., 2000) . This conceptual ambiguity and variety of implementations is one of the barriers to the establishment of an evidence base for community participation (Rifkin, 2009; Zakus & Lysack, 1998) .
In our study of six PHC services in Australia, we examined service staff perspectives on how community participation is currently implemented, and the extent to which it is empowering. The six case study sites were comprised of four multi-disciplinary services funded and managed by state government, an Aboriginal community controlled health service, and a specialist sexual health non-government organisation.
Australian history and context
The Australian community health sector was established by the 1973 Federal Community Health Program (National Hospital and Health Services Commission, 1973) .
Community involvement in the development of programs was a key principle of the Federal Community Health Policy and community health services historically had community boards of management (Laris, 1995) . These boards were abolished in South Australia in 2004 and the metropolitan services were organised into three regions each with their own board. In 2006, the new board structures were dismantled and power moved instead to the central health department (Government of South Australia, 2003) . A review of the history of community participation in community health in Australia (Butler, 2002) found that while there was strong policy support for participation, implementation had been highly variable across jurisdictions, and found regionalisation of community health services to be a significant barrier to community participation, as well as a focus on cost containment, and the complexity and diversity of the primary health care sector.
The Aboriginal community controlled sector pioneered comprehensive PHC in Australia in the 1970s (Foley, 1982) . There are 152 Aboriginal community controlled health services across Australia (NACCHO, 2011) serving between a third to a half of the Aboriginal population (Dwyer, et al., 2011) . Aboriginal community controlled health services "are initiated, planned and governed by boards elected from the local Aboriginal community" (NACCHO, 2011, p.1) , though some organisations started as government services with control then transferred to the community (South Australian Department of Health, 2010).
Continuum of community participation
Since the Alma Ata, the World Health Organisation has further developed the concept of community participation (Kahssay & Oakley, 1999; Oakley, 1989) . Oakley (1989) argued that there is a continuum of community participation, ranging from participation as a means, where community input is used to improve service quality, and the parameters controlled by the health service, through to substantive and structural participation which provide community participants with more control and scope to effect changes. Baum (2008) modified Oakley's continuum to reflect contemporary typologies of participation (presented in Table 1 ).
[Insert Table 1 about here] Consideration of the different gradations of empowerment evident in these typologies is critical. Empowerment is widely regarded as central to the achievement of good health and wellbeing (Commission on Social Determinants of Health, 2008; Sen, 1999) . Like participation, there is a multiplicity of meanings of 'empowerment. ' Rifkin (2003) argues that the key principles are that empowerment addresses issues of power and control, that it seeks to increase capacity and confidence, and that participation is necessary but not sufficient. Laverack and Labonte (2008) present empowerment as a continuum, ranging from individual (personal action) through to collective social and political action, and see participation as an opportunity for collective empowerment that benefits the program and participants' sense of empowerment. In Australia, this goal of collective empowerment is most evident in the Aboriginal community controlled sector, with its focus on self-determination (Eckermann, et al., 2010) . A continuum of empowerment can also be seen in Arnstein's ladder of citizen participation, ranging from nonparticipation, through to tokenistic consultation and placation, and at the top of the ladder, delegated citizen power and citizen control (Arnstein, 1969 ).
Butler's history of community involvement in Australian PHC paints a picture of a retreat from more empowering, collective structural participation and concepts of citizen power, to a more neo-classical economic approach to consumer consultation where the individual is 'sovereign', an approach that would be classified lower down the empowerment continuum or ladder (Butler, 2002) . In this study we examine the extent to which Australian PHC community participation practice is empowering.
Challenges in community participation
There is a sizable literature on challenges faced by community participation efforts in health services, particularly the more demanding substantive or structural efforts . Challenges highlighted in the literature reflect concerns about 1) power, 2) supports and resources, and 3) representation.
participation opportunities (Church, et al., 2002; Kahssay & Oakley, 1999; Zakus & Lysack, 1998) . In particular, the dominance of biomedical power is often noted as suppressing comprehensive PHC efforts (resulting in a selective, disease-focused approach to PHC), including community or collective approaches to health promotion and empowerment (Baum, 2008; Baum & Sanders, 2011; Butler, 2002; Lavarack & Labonte, 2008) . Conversely, authors are often sceptical of whether any transfer of power to the community occurs (Church, et al., 2002) . Linked to this concern is the need for health services to have the authority, autonomy, and resources to be able to act on community input -i.e., a need for some level of decentralisation within the health system (Butler, 2002; Kahssay & Oakley, 1999) .
Supports and resources.
Community participation requires capacity building and support for community members (Zakus & Lysack, 1998) , which requires health services to commit resources and time to support participation (Boyce, 2002; Kahssay & Oakley, 1999; Tobin, et al., 2002) . Additionally, effort and time is needed to provide clarity on roles and expectations of community participants (Nathan, et al., 2011; Zakus & Lysack, 1998 ) and also to train and support workers so that the participation is effectively supported and its outcomes influence the service (Tesoriero & Ife, 2010) .
Representation.
Communities are not homogenous, harmonious entities that can easily be represented (Rifkin, 2003; Wayland & Crowder, 2002) . Hence, selecting who participates and has the job of representing a community is a significant consideration (Church, et al., 2002; Jewkes & Murcott, 1998; Learmonth, et al., 2009; Zakus & Lysack, 1998) . Critical questions are: who is represented in initiatives, and which elements of the community are not represented? Often the least powerful in a community are the least likely to participate (Boyce, 2002; Church, et al., 2002; Jewkes & Murcott, 1998; Nathan, et al., 2011) . Without adequate investment in building the capacity of community participants, those already possessing the resources to participate are likely to come from the more wellresourced and powerful section of the community (Church, et al., 2002; Tobin, et al., 2002) .
Concerns are also voiced that community participants may pursue their own agendas rather than reflect the views of their community (Learmonth, et al., 2009) . Community members may not want to be part of community participation initiatives (Botes & van Rensburg, 2000) or they may not see benefits in participating when they are well or not dissatisfied with the service (Church, et al., 2002) . Without community input however, there is much greater danger that professional voices alone will dominate the agenda (Learmonth, et al., 2009) .
The current study draws on Australian PHC staff perspectives on community participation. The questions we sought to answer were: 
Procedures
Community participation was examined through 1) analysis of policy documents, 2) six monthly reports from services on their activities, 3) interviews with service staff, and 4) a web-based survey of service staff. Data are not provided here on community members' experiences of participation, as this was beyond the scope of the study, although we acknowledge the importance of research capturing community members' perspectives.
Between the service staff interviews and the web-based survey, Service B withdrew from the study due to high staff workloads and significant organisational change. Such turnover was expected, given the project spanned five years at a time of considerable change and reorganisation. Data from Service B were collected and are reported for policies, service reports, and interviews with staff, but not the web-based survey of staff. A seventh PHC service, a state government funded and managed service, began participating in the study to replace Service B in April 2012. Their results are not included.
Examination of policies.
To examine the policy context of the PHC services, relevant policy documents at the national, state, and regional or organisation level were examined for references to community participation. A manual search of government websites was conducted for policies, and supplemented by requests to federal, state, regional and service representatives to supply any policies relevant to community participation. One national, one state, four regional, and two PHC service documents were identified. Preliminary analysis of the data revealed a 'meaningful range' of emerging common themes as well as some divergent views (Mason, 2002) . Codes were developed, and themes discussed and revised during regular team meetings ensuring rigour through constant monitoring of analysis and interpretation (Morse, et al., 2002) . TF lead the analysis of data specific to community participation. Community participation strategies were classified according to Baum's (Baum, 2008) typologies, and this was double-coded to enhance rigour (TF and GJ coded the strategies separately according to the classifications presented. Where codes differed, they were discussed until consensus was achieved). Findings were fed back to participants at staff meetings and to investigators and stakeholders at project meetings, and interpretations discussed.
4.
Web-based survey of service staff. To follow up on issues raised in the interviews with service staff, a web-based survey was conducted between October 2012 and February 2013. Managers at each service invited all practitioner and team leader/management staff to participate via email, and were invited to complete the survey themselves. Each manager sent two reminder emails to staff over the period the survey was open. Staff were also provided with a hard copy of the survey with a reply paid envelope in case they preferred to complete the survey in hard copy. There were a total of 130 responses (response rate 54%) from Services A (n = 5, response rate 38%), C (n = 20, response rate 65%), D (n = 10, response rate 77%), Congress (n = 59, response rate 45%), and SHine SA (n = 35, response rate 66%).
The survey questionnaire was developed drawing on the review of literature and the findings from the service staff interviews and included questions on attitudes and perceived utility and importance of community participation. The questionnaire was piloted on three staff from a PHC service that was not participating in the broader study. Overall percentages were reported for each response category. Since low staff numbers at the small government services prohibited analysis according to service, the four government services were grouped together and compared to Congress and SHine SA using ANOVAs for continuous data on staff attitudes, and chi square tests for categorical data on barriers to community participation. 
Results

How policies defined PHC's role in relation to community participation
The policy environment in relation to community participation was assessed through the analysis of relevant PHC policies. In the national policy document, the Primary Health 
Current forms of community participation
Data on forms of community participation were taken from the interviews with service staff and the service reports. Community participation took on a wide range of forms in the case study services. Analysis and presentation of these forms are framed by classification according to Baum's (Baum, 2008) typologies (see Table 3 ).
[Insert Table 3 about here]
All services implemented consultation strategies such as evaluation and client satisfaction surveys aiming to gather information about the acceptability of current services.
Services typically conducted pen and paper evaluation questionnaires after a group program to receive feedback for subsequent groups, had complaint procedures, and conducted less frequent (typically annual or biennial) broader satisfaction surveys of users, sometimes as an element of practice accreditation.
All services also employed participation strategies for specific means -committees and consultation directed at improving the quality and acceptability of programs and services.
These strategies did not necessarily have an empowerment agenda. A common example was seeking input into the design of new group programs, such as for a self-confidence group at Service A, a diabetes service at Service B, and a peri-natal depression group at Service C. Substantive participation strategies with clearer links to empowerment were found at five of the six sites. The exception was Service C, where opportunities to enact such community participation were reported to be rare. Congress reported how they built community capacity through engaging community members in leadership roles and supporting community members to attend forums: "We have some very big goals in terms of Aboriginal leadership, and participation, and we work on a strengths base. We often do activities that engage people in leadership roles … we often do find the resources to take groups of people to national forums, and to white forums so that their voice is heard directly." Practitioner, Congress.
Service A engaged peer educators and trained community members to contribute to the running of group programs and community development initiatives, which they saw as empowering the community volunteers and also having benefits for the service. Similarly, SHine SA saw benefits for the service in their Youth Action Teams (groups of young people convened and reimbursed by SHine SA to contribute to health promotion activities, design of resources, and governance), and also saw the teams as empowering young people: (Bartlett & Boffa, 2001 ). Community control was argued to empower the community, providing a sense of "confidence that community has" (Practitioner, Congress) -in particular, respondents nominated the community's confidence to use the health service and to provide feedback and assert their rights.
Staff perceptions of benefits
As well as empowerment of participants, respondents in the service staff interviews cited a number of benefits of participation for the services: increased accessibility, a source of cultural knowledge, and the scope to be innovative and responsive. This freedom can be attributed to being non-government organisations (albeit with the overwhelming proportion of their funding coming directly from government) as well as the community participation structures each had. This freedom is also clearly contingent on community participants sharing the same values and vision.
Two questions gauging attitudes towards community participation were included in the web-based survey of staff. Responses are presented in Table 4 . Service staff generally indicated highly positive attitudes towards community participation, perceiving it to be important and to have the capacity to improve quality of care. Attitudes to community participation did not significantly differ between Congress, SHine SA, and the government services, Q1 F(2, 133)=1.371, p=.26, Q2 F(2,111)=0.179, p=.836.
[Insert Table 4 about here]
Challenges in the implementation of community participation, and factors affecting what forms of community participation were achievable
The factors reported by interviewees are grouped under the following issues 1) power, 2) supports and resources, and 3) representation.
Power
The two key power-related themes evident in responses were a tension between participation and clinical evidence-based practice, and a tension between central decision making and local participation. The Council member nominated this as one of the reasons why SHine SA had chosen to have professionals for council representatives who would then take on a community of interest as their portfolio area, rather than have lay representatives from those communities of interest.
Representation
Only a few concerns about representation were expressed. A section on barriers to community participation was included in the web-based survey of staff (see Table 5 ). Consistent with the qualitative data from the interviews, the most commonly reported barriers to engaging in more community participation were budget constraints, and a lack of flexibility to respond to community wants and needs. Only nomination of budget constraints as a barrier varied significantly between Congress (39.6%), SHine SA (65.7%), and government services (61.3%), χ 2 (2, N=119) = 6.93, p = .031, though all of the standardised residuals were below 1.96, indicating no post hoc comparisons were significant.
[Insert Table 5 about here]
Discussion
This research highlights the variety of ways community participation is being thought about and acted upon in Australian PHC services, ranging from consultation strategies such as satisfaction surveys through to community boards of management in Aboriginal Community Controlled Health Organisations. The strengths we found were service staff's positive attitudes towards the importance and utility of community participation, and the number and range of different strategies employed, including substantive strategies with clear empowerment goals and the structural participation evident at Congress. The Aboriginal Community Controlled sector has long been a leader of comprehensive PHC in Australia, and it is unsurprising that the community controlled service here exhibited the most structural participation. This concurs with the most recent review of community participation in PHC in Australia (Butler, 2002) . Butler (2002) suggests that community participation has flourished more in Aboriginal health because of a greater willingness to allow for less mainstream solutions to Aboriginal health disparities, the compatibility of community control with the notion of self-determination, and a greater ability to define Aboriginal and Torres Strait
Islander "communities."
The variety of approaches to community participation highlights the difficulty of building the evidence base for the health and other benefits of community participation, and the impossibility and undesirability of establishing a "replicable strategy" (Rifkin, 2009, p. 34; Zakus & Lysack, 1998) elucidating the mechanisms at work in the process of community participation, and the contextual factors that allow those mechanisms to work (Pawson & Tilley, 1997) .
The main shortcomings we found were a pragmatic approach to participation that largely only included existing users of the service, and a weaker emphasis on substantive and structural participation strategies that typically have greater scope for empowerment. These shortcomings were particularly evident at the state managed services, and reflected a range of political and resource issues including incompatibility of such participation with a model of central control that allows little local flexibility.
While valuable in terms of improving service acceptability, the sole focus on existing clients raises a concern about what avenues exist to reach those who do not use the service.
Workers were well aware that there were groups in the community who were underutilising their service, but lacked opportunities, largely due to lack of management support and resources, to include these groups in participation efforts. Yet without such participation, health service delivery is unlikely to make changes which would encourage utilisation by underserved groups who are likely to have high needs for PHC services.
The greater reliance on consultation or participation as a means rather than substantive or structural participation indicates the main goal of current participation efforts is improvement of service quality and acceptability, rather than empowerment. For such strategies, the terms of reference and final decision-making rested with the health services.
Although five services also had examples of empowerment-focused substantive or structural participation, these tended to be less broadly inclusive strategies, where not all community members could participate (such as peer education programs targeting specific issues or populations). This moderate emphasis on less empowering strategies is consistent with the trajectory Butler (2002) describes in the history of community health in Australia, and suggests that only some progress is being made against the original conceptualisation of participation as being able to provide more control to the community, and include community voices in health service planning and decision making. This is consistent with Baum and Sanders' (2011) suggestion that the more political, progressive elements of PHC have not been fully implemented, and this is the case despite the SA State community participation policy and regional frameworks stating as an aim embedding participation in service practice, including collective participation in planning and delivery of services. One exception was Congress, for whom participation was strongly enmeshed with their advocacy efforts and commitment to self-determination.
Respondents perceived a range of benefits of participation, believing it could empower and provide a sense of ownership for community members, and improve the quality, utilisation and acceptability of services. Research supports these potential benefits:
there is evidence linking participation with service efficiency and impact, and more limited evidence supporting the effect of participation on empowerment, health and wellbeing outcomes (Hossain, et al., 2004; Mansuri & Rao, 2013; Rosato, et al., 2008; Wallerstein, 2006) . These findings complement broader research indicating the link between power and control, and health and wellbeing (Commission on Social Determinants of Health, 2008; Marmot & Wilkinson, 1999; Sen, 1999) . The lack of difference in staff attitudes towards community participation across sites may be due to the strong shared history of community health in South Australia (Baum, 1995) , and the emphasis of the community controlled sector on community participation for Congress. Participation through governing boards was seen by Congress and SHine SA respondents as having important benefits in terms of empowering the community and providing an opportunity for the service to be innovative and responsive.
However, given the benefits cited for other forms of participation, we would echo Gauld's (2010) and Butler's (2002) call that participation in governance ought to be complemented by other forms of participation. This can be seen in the two non-government services, where a range of more specific consultation and participation strategies complemented the community board or governing council.
There was substantial support for community participation in state policy and regional frameworks, and staff attitudes towards community participation were very positive.
However, we found little empowering community participation, especially in the state managed services,. The barriers limiting community participation in Australian PHC reported in the interviews and survey tended to focus on services' operating environment, such as budget limitations, centralised control with imposed rather than locally developed programs and less flexibility to respond to local needs, and an emphasis on the provision of individual, clinical care. This suggests a conflict between two policy foci -on one hand, an evident push towards more individual focused, centrally developed programs, often targeting chronic disease, and on the other, policies seeking to support community participation in decision making. The experiences of the staff at the state managed services indicate that the former direction is largely taking precedence, and this conflict may be one the greatest current impediments to community participation in PHC in Australia. It is likely that strengthening community participation in PHC can be supported by balancing the focus on individual treatment with more attention to population-wide strategies that aim to increase empowerment. Likewise the trend towards centralised control reported by respondents is not conducive to local program development nor supportive of health workers in conducting meaningful participatory strategies. Prior to 2004, the state managed services had community boards of management (Laris, 1995) , and this local management was reported as more congenial to participation efforts (Butler, 2002; Laris, 1995) . The examples from SHine SA and Congress here reinforce the importance of such boards in fostering a culture of community participation.
Tension was found between the principles of community participation and evidencebased practice. While there is literature on the potential for conflict between practitioner interests and agendas and those of community members (Nathan, et al., 2011; Rifkin, 2009), there is little that provides guidance in terms of the 'evidence-based' health care movement and the extent to which that may compete or conflict with community participation. Some PHC services reported struggling to navigate this tension, and this may be one area where research could better support and guide PHC services. Realist evaluation may prove useful frameworks as they examine, interventions in their context (Pawson & Tilley, 1997) . Thus context is part of the 'evidence', and community participation is one important means of gaining information on the local context.
Limitations of the study
These findings are based on six case study services, and hence provide an in depth examination of community participation at the expense of being able to provide breadth in terms of the number of services surveyed. There was also little scope to examine the broader health system beyond the policy review and regional executive and central health department interviews. A comprehensive systems analysis of the impediments to community participation may help to further elucidate the current constraints on the achievement of participation, particularly in the state-managed sector where the organisational environment was reported as being more constraining.
With the exception of two interviews with board members, this study did not include community members' experiences of participation, and the extent to which community members found participating empowering, and what the costs, challenges, and benefits were for them is not explored here. Such questions are critical to evaluations of community participation initiatives.
Finally, the sample size for the web-based survey of staff was low (N=130), due to the low number of staff at some services (ranging from 13 to 130 staff eligible to complete the survey) and a response rate of 54%. This has reduced our power to find differences between services. The response rate of 54% raises the question of who didn't participate in the survey, and we would hypothesise that those most committed to comprehensive primary health care, including to the principle of community participation, may have been more motivated to participate, and hence the sample could be seen as a 'best case' sample of those with the most positive attitudes.
Conclusion
Our mapping of current community participation practices in six Australian PHC services highlights important strengths, such as the wide range of participation strategies used, and the inclusion of some substantive and structural participation strategies with explicit empowerment agendas. Staff in this study argued that greater community participation can lead to more empowerment of individuals and the community, and greater accessibility and service acceptability for more disadvantaged and marginalised groups. If this was achieved, strengthening community participation may provide opportunities to support people's control over their health and reduce some of the disparity in the health of disadvantaged groups in Australia. However, the findings suggest that for community participation in Australian PHC to be strengthened further, the current emphasis on provision of individual services, particularly targeting chronic conditions at the expense of populationwide health promotion, and on central rather than local decision making need to be redressed. Community panels for priority setting in health services.
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